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other on a cyclic basis.
An aerodynamic assessment of breathing capability should
be done with the patient performing under natural as well as the
best possible circumstances. This involves testing before an�
after clearing the nasal cavity of debris, and by the use of anti
histamine sprays or some other decongestant to shrink the mucous
membranes of the nose.
A physical examination of the head and neck area of the
patient should be done by a physician. This recommendation is
based on a philosophy that airway interference is a medical
problem having many possible causes and several possible sites
in the respiratory apparatus. Besides the nasal speculum, the
best tool of examination for anatomical assessment of the breath
ing mechanism is the nasendoscope. Signs of allergic rhinitis
are also amenable to description using the nasendoscope.
Anatomical examination of the airway can also be supple
mented by radiographic examination. X-ray film analysis can
supply additional insights about aerodynamic and nasendoscopic
findings, rather than serving as the nucleus of the evaluation.
Following the multidisciplinary assessment of the patient
using the format described above, a consensus can be reached
about the possible airway interference by the professional per
sonnel involved. The sequence that we recommend in treating
airway interference is to attempt first some conservative, non-sur
gical avenues such as allergy maintenance or the use of decon
gestants. This is consistent with the philosophy that the cause
of the problem is often, simply, swollen mucous membranes.
Even in the presence of a deviated septum or other anatomical
variations, it is our belief and experience that many patients find
relief by conservative medical treatment rather than surgical mod
ification of the septum, turbinates, adenoids, or liminal valve.
In fact, most adults show a variation in one of these areas and
breathe normally in a nasal mode of respiration in spite of these
deviations.
In some patients, an appropriate surgical treatment plan may
be generated. For these patients, a team recommendation should
help to assure that all reasonable alternative steps have been
taken to treat the problem without surgery.
In the opinion of the authors, the team approach to the exami
nation and treatment of suspected airway interference is a logical
use of professional resources appropriate for a given patient.
The myofunctional clinician is an excellent professional to initiate
a team approach to patients with suspected airway problems. To
us, the use of the above protocol is a positive step in continued
attempts to provide quality care for those patients requiring air
way management.
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